| INTRODUCTION
The United Nations Convention on the Rights of Persons with Disabilities (UNCRPD; United Nations, 2006) aims to increase equity between persons with and without disabilities. As part of this, it emphasizes that persons with disabilities should have more opportunities to make their own decisions and to take control of their own lives (i.e., being self-determined). This is important, as self-determination is an essential dimension of quality of life (Schalock & Verdugo, 2002) and has been linked to other positive outcomes for people with intellectual disability over the past decades (e.g., Wehmeyer, 2007; Wehmeyer, Abery, Mithaug, & Stancliffe, 2003) . Self-determination theory (SDT) highlights the imperative role of autonomy supportive environments to provide more opportunities for people to develop self-determination . The study of self-determination is therefore incomplete unless the amount of autonomy support provided by the social environment is considered. Autonomy support can be described as the extent to which clients perceive that their support staff minimizes control and pressure over them while supporting clients' initiatives, eliciting and accepting their perspective, providing a menu of choices (including the option not to accept support staffs' advice) and provi ding a rationale for recommendations provided (Williams et al., 2006) .
Within care settings for people without intellectual disability, autonomy support is a widely studied topic and related to numerous positive treatment outcomes for clients. That is, perceived autonomy support from professionals within a therapeutic setting fosters, among other things, weight loss (Williams, Grow, Freedman, Ryan, & Deci, 1996) , stopping tobacco use (Williams et al., 2006) 
and reduced
This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made. (58%) lived in a supported accommodation, either in the community (n = 84, 46%) or in a residential facility (n = 23, 12%); the remaining 12 participants (6%) lived with their family. The level of intellectual functioning was ascertained through data from psychometric sounds IQ tests as described in participants' files: 109 participants had a mild intellectual disability (IQ 50-70), and 76 participants had a borderline level of intellectual functioning . Although the used IQ tests differed, most of the participants were tested with the WAIS III/WAIS IV.
| Measure
The Health Care Climate Questionnaire (HCCQ) was originally developed by Williams et al. (1996) . and "I feel understood by my support staff." A scale score was calculated by averaging the item scores after reversing the reverse-scored item (i.e., item 13). Higher average scores indicated higher levels of autonomy support. Previous studies using the original HCCQ revealed a one-factor solution and an excellent internal consistency (Cronbach's alpha) of 0.95 (Williams et al., 1996) .
| Procedure
Following ethical approval by the Ethics Committee of Tilburg University, 368 individuals who met the inclusion criteria (i.e., mildto-borderline intellectual disability, aged ≥ 18 years, and at least weekly contact for a minimum of 3 months with support staff) were randomly selected from four intellectual disability services in the southern part of the Netherlands. Study information was sent to support staff of the participants by mail to explain the aim of the study. Next, the first author contacted the individuals by telephone, explaining the objective of the study and inviting them to participate.
In total, 203 participants expressed interest in the study by accepting the invitation. The main reasons for not participating were time investment (1.5 hr) or the expectation that participation would be too stressful for them according to support staff. As the data presented in this study were part of a larger research study, multiple questionnaires were administered, including the HCCQ-ID. After participation, 18 participants were excluded: 17 because they did not meet the inclusion criteria and one because she did not fill in the HCCQ-ID, leaving a total of 185.
During each measurement, all items were read aloud by the researcher while the participants were able to read along. Subsequent, the participants were invited to answer each item verbally, which was then recorded and logged by the researcher. Whereas some participants preferred responding using the qualifiers of the response options (e.g., completely true), most participants responded using the numbers (e.g., 5).
To measure the 2-week test-retest reliability of the HCCQ-ID, 20 per cent of the participants (n = 40) were interviewed a second time. 
| RESULTS

| Preliminary analysis
Although the skewness and kurtosis of all observed variables were below 2 and 7, respectively, the score distribution within the current sample was skewed towards high satisfaction. The mean value of the overall HCCQ-ID score was 4.01 (SD = 0.56, range = 1.93-5.00).
1 At item level, the mean scores varied between 3.60 (SD = 0.79, range = 1.00-5.00) for item 14 and 4.41 (SD = 0.67, range = 2.00-5.00) for item 12.
| Factor structure
To investigate the factor structure, a confirmatory factor analysis (CFA) was conducted using AMOS. Although a new measure had been created with the HCCQ-ID, CFA was preferred over an exploratory factor analysis because of the robust evidence within the literature of a one-factor structure of the HCCQ. Local fit inspection showed that all factor loadings were significant at a p < 0.001 level and of the expected sign, varying between 0.46 and 0.78.
| Reliability
The reliability of the HCCQ-ID was determined by computing
Cronbach's alpha and was found to be 0.93. In addition, the 2-week 
| DISCUSSION
Findings support the factor structure and reliability of the Health Care
Climate Questionnaire-Intellectual Disability (HCCQ-ID) for people with mild-to-borderline intellectual disability. Similar to the results of the original HCCQ (Williams et al., 1996) , the findings supported a one-factor structure of the HCCQ-ID. Moreover, the current study found good internal consistency and test-retest reliability.
In common with most other studies, this study revealed high HCCQ-ID mean scores, yielding a distribution skewed to the right for both people with mild intellectual disability and people with borderline intellectual functioning. The first validation study of the HCCQ showed a mean score of 4.43 (Williams et al., 1996), Jochems, Mulder, Duivenvoorden, van der Feltz-Cornelis, and van Dam (2014) especially the case as research presented several significant differences between people with mild intellectual disability and people with borderline intellectual functioning (Nouwens, Lucas, Embregts, & van Nieuwenhuizen, 2017) . It would be interesting to distinguish between people with mild intellectual disability and borderline intellectual functioning regarding the factor analysis. However, both sample sizes in the current study (n = 109 for people with intellectual disability and n = 76 for people with borderline intellectual functioning) are too small to conduct factor analysis for both groups separately. Future research using a larger number of participants for both subgroups is needed.
Overall, the results of the present study provide initial support for the factor structure and the reliability of the HCCQ-ID in a population of people with mild-to-borderline intellectual disability. This is an important first step in assessing the crucial role of autonomy supportive environments among people with intellectual disability. Given the homogeneous factor structure and the high internal consistency score (α = 0.93), the number of items may be further optimized in future research. The Spearman-Brown prophecy formula revealed that reducing the total number of items from 15 to 5 would maintain an adequate internal consistency of 0.81.
